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OBJECTIVE: In 2005, we conducted a study of the preva-
lence of board certification requirements for hospital privi-
leging and found that one-third of hospitals did not require
pediatricians to be board certified. In 2010, the American
Board of Pediatrics implemented the Maintenance of Certi-
fication (MOC) program. To examine changes in the policies
of hospitals regarding requirements for board certification,
we surveyed privileging personnel at hospitals across the
country.
STUDY DESIGN: Telephone survey between April 2010 and
June 2010 of privileging personnel at a random sample of
220 hospitals.
RESULTS: Of the 220 hospitals, 23 were ineligible because
they had no pediatricians on staff, and 26 hospitals refused
to participate. The remaining 154 hospitals completed the
survey, resulting in a 78% participation rate. Compared with
our findings in 2005, in 2010 a greater proportion of hospi-
tals now require board certification for general pediatricians
(80% vs 67%, P5 0.141) and pediatric subspecialists (86%
vs 71%, P50.048). Among these hospitals, a larger propor-
tion (24% vs 4%) now requires board certification for all
pediatricians at the point of initial privileging. However, a
greater proportion of hospitals reported that they make
exceptions to their board certification policies (99% vs
41%).
CONCLUSION: In the 5 years since our previous study, a
larger proportion of hospitals now require pediatricians to
be board certified, although the proportion of hospitals that
make exceptions to this policy has increased twofold. Hos-
pitals appear to be incorporating the MOC program into
their privileging policies. Journal of Hospital Medicine
2013;8:298–303.VC 2013 Society of Hospital Medicine
In 2005, we conducted a study of the prevalence of
board certification requirements for hospital privileg-
ing of pediatricians.1 Since that time, there have been
many changes in the landscape of both physician and
healthcare-system quality assessment. New develop-
ments include greater utilization of physician quality-
of-care assessment tools, a change from recertification
for time-limited board certification to Maintenance of
Certification (MOC) in 2010, and an increasing com-
mitment on the part of hospitals and state licensing
officials to patient safety and quality-of-care issues,
due in part to the continued interest by governmental
and private payors and the public on external mea-
surement of healthcare quality.2–6
MOC is an ongoing process of lifelong learning and
self-assessment to continuously improve knowledge
and clinical performance. It has been adopted by all
24 member boards of the American Boards of Medical
Specialties. MOC is focused on the 6 core competen-
cies of quality medical care as outlined by the
Accreditation Council for Graduate Medical Educa-
tion (ACGME): (1) patient care, (2) medical knowl-
edge, (3) practice-based learning, (4) systems-based
practice, (5) professionalism, and (6) interpersonal
and communication skills. To address, these compe-
tencies, MOC involves a 4-part process for continuous
learning that is required to keep certification current:
(1) licensure and professional standing, (2) lifelong
learning and self-assessment, (3) cognitive expertise,
and (4) practice performance assessment.7,8
Our previous study found that many hospitals uti-
lize specialty certification as a marker of quality for
privileging.1 To explore changes in the policies of hos-
pitals regarding requirements for board certification
and the incorporation of MOC into those require-
ments, we conducted a 5-year follow-up study of a
national random sample of hospitals in 2010.
METHODS
Sample
All hospitals identified in the American Hospital Asso-
ciation’s 2009 Annual Survey of Hospitals as provid-
ing care to pediatric patients were included in the
sampling frame (N52136). We then selected a strati-
fied random sample of 10% of the total (N5 220)
hospitals weighted to provide nationally representative
estimates. The sample was stratified by Council of
Teaching Hospitals (COTH) designation (teaching vs
nonteaching) and National Association of Children’s
Hospitals and Related Institutions (NACHRI)
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membership. In contrast to our previous study, in this
study we did not stratify according to the designation
of freestanding children’s hospital (vs part of a hospi-
tal system) or metropolitan statistical area size (urban
vs rural), as comparisons across these designations
were not found to be significant in 2005.
Hospitals were sampled with varying probabilities
from each stratum. Weights were applied to create a
representative sample of the overall hospital popula-
tion. The total sampling weight (TSW) calculated for
each hospital was based on the probability of selection
into the study (P) and the response rate (RR). The fol-
lowing formula was used: TSW: (1/P) 3 (1/RR).
Survey Instrument
In collaboration with the American Board of Pedia-
trics Research Advisory Committee, we developed a
24-item, fixed-choice, structured questionnaire to be
administered by phone. The survey was designed to
be completed in 15 minutes or less and focused on
board certification requirements at initial privileging,
recredentialing, and MOC requirements.
The survey focused on the following descriptive
research questions: Do hospitals require board certifi-
cation for pediatricians at the time of initial privileg-
ing? Do they ever require board certification for
privileging? Are there different certification require-
ments for generalists vs subspecialists? Are pediatri-
cians with permanent certificates required to enroll in
MOC?
Other questions focused on such issues such as
whether the hospital was familiar with the require-
ments of MOC, whether MOC was required of all
pediatricians, and whether the institution of MOC
changed certification requirements at the hospital.
The instrument was pilot tested for clarity and ease
of use with representatives from a convenience sample
of hospitals within the state of Michigan and revised
to clarify potentially ambiguous questions. Pilot sur-
veys were not included in the analyses.
Questionnaire Administration
Data collection took place between April 2010 and
June 2010. Interviewers requested to speak with the
department responsible for credentialing or privileging
at the hospital, typically the Medical Staff Office, the
Office of Clinical Affairs, or the Credentialing or Priv-
ileging Department. When the appropriate person was
identified and located, interviewers explained the pur-
pose of the study and obtained verbal consent to
participate.
Data Analysis
Initially, frequency distributions were calculated for
all survey items to create descriptive statistics. Next,
we performed a cross-tabulation of responses by the
specific hospital classifications listed above (COTH
and NACHRI status) and computed the v2 statistics.
Finally, we conducted bivariate analyses on the 2005
and 2010 results. SAS version 9.1 (SAS Institute Inc.,
Cary, NC) was used for all statistical analyses.
P< 0.05 was considered statistically significant.
Although this study is similar to the study that was
completed in 2005,1 we have reanalyzed those data to
more specifically assess certification policy. All results
are now weighted in contrast to the 2005 study,
which only weighted the results by hospital classifica-
tion. Thus, the numbers in some cases may be slightly
different from those reported in 2006. We believe that
this has resulted in a more robust analysis of hospital
use of board certification in privileging.
Comparisons
Where possible, results were compared with those
found in a 2005 study of hospital privileging.1 The
sampling frame for that study was identical to the cur-
rent study, but the specific hospitals may or may not
be included in the current study.
The study was approved by the University of Michi-
gan Medical School Institutional Review Board.
RESULTS
Response Rate and Respondent Demographics
Of the 220 hospitals surveyed, 23 were ineligible
because they did not have at least 1 pediatrician on
staff. Of the remaining 197 hospitals, 154 completed
the survey, resulting in a 78% participation rate.
Response rates did not differ significantly by
NACHRI or COTH hospital status; therefore, there
was no impact on the analytic power of the weighting.
Approximately half (54%, n5 82) of the respondents
were NACHRI member hospitals, and 49% (n575)
were COTH hospitals.
Because not every hospital responded to every ques-
tion, the total number for each question response may
differ slightly.
2005 VS 2010 COMPARISONS
Board Certification Requirements
Compared with our findings in 2005, in 2010 a
greater proportion of hospitals now require board cer-
tification for general pediatricians (80% vs 67%,
P5 0.141). Among these hospitals, a much larger pro-
portion (24% vs 4%) now require board certification
for all pediatricians at the point of initial privileging
(Table 1). Similarly, a greater proportion of hospitals
now require board certification for pediatric subspe-
cialists (86% vs 71%, P5 0.048). The percentage of
hospitals that require subspecialists to be board certi-
fied at the point of initial privileging also increased
from 10% in 2005 to 34% in 2010.
The proportion of teaching (COTH) hospitals that
require general pediatricians to be board certified at
some point in time increased from 63% in 2005 to
89% in 2010 (P50.001), and the percentage that
require board certification for all pediatricians at
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initial privileging increased from 2% in 2005 to 25%
in 2010. Similarly, the proportion of teaching hospi-
tals that require pediatric subspecialists to be board
certified increased from 66% in 2005 to 89% in 2010
(P50.003).
There were small changes between 2005 and 2010
in the proportion of nonteaching (68% vs 79%,
P5 0.231), NACHRI-member (76% vs 82%,
P5 0.366), and non-NACHRI member (67% vs 80%,
P5 0.156) hospitals that require pediatricians to be
board certified at some point in time. The proportion
of nonteaching (4% vs 24%), NACHRI-member (5%
vs 32%), and non-NACHRI (4% vs 23%) hospitals
that require board certification at the point of initial
privileging also increased between 2005 and 2010.
Certification Policies at Initial Privileging
Although in 2010, a greater proportion of hospitals
reported that they require board certification for gen-
eral pediatricians and pediatric subspecialists at the
point of initial privileging, a much larger proportion
of hospitals reported that they make exceptions to
their board certification policies for both general
pediatricians (99% vs 41%) (Table 2) and pediatric
subspecialists (98% vs 14%) (Table 3). Among hospi-
tals that do not require board certification at the point
of initial privileging, only small differences were seen
in requirements around completion of residency or fel-
lowship training and time frame after which certifica-
tion must be achieved (Tables 2 and 3).
There were no meaningful differences between
board certification policies for general pediatricians
and pediatric subspecialists in 2010.
Comparing Recertification and MOC Policies
Few hospitals required permanent certificate holders
to recertify (2005) or enroll in MOC (2010) in 2005
(5%) or 2010 (6%). The proportion of hospitals that
required recertification or MOC enrollment for gen-
eral pediatricians increased from 33% in 2005 to
42% in 2010. Similarly, the percentage of hospitals
that required recertification or MOC enrollment for
pediatric subspecialists increased from 25% in 2005
to 35% in 2010.
Between 2005 and 2010, there was no significant
change in the proportion of hospitals that reported
revoking or denying privileges to a pediatrician due to
failure to recertify or enroll in MOC (3% vs 6%).
SPECIFIC MAINTENANCE OF CERTIFICATION
POLICIES IN 2010
Board Certification Requirements
Respondents from 29% of hospitals reported that
they were not at all familiar with the American Board
of Pediatrics’ (ABP) MOC program. Most respondents
(58%) were familiar with MOC, with 37% reporting
that they were somewhat familiar, and 12% reporting
that they were very familiar with the program.
Three-fourths of hospitals (76%) reported that
their MOC requirements do not differ from their
TABLE 1. 2005 vs 2010 Hospitals: Board
Certification Requirements for Pediatricians
General Pediatricians
Pediatric
Subspecialists
2005
(N5 159)
2010
(N5 154)
2005
(N5 153)
2010
(N5147)
Certification never required 33%* 20%* 29%† 14%†
Certification ever required 67%* 80%* 71%† 86%†
At time of initial privileging
for all pediatricians
4% 24% 10% 34%
Within a specified time
frame of initial privileging
50% 29% 41% 32%
At time of initial privileging but
only for some pediatricians
11% 24% 16% 17%
Only recertification required 2% 3% 4% 3%
NOTE:
*P5 0.141.
†P50.048.
TABLE 2. 2005 vs 2010 Hospitals: Board
Certification Requirements for General Pediatricians
at Initial Privileging
2005
(N5159)
2010
(N5 154)
Certification required at initial privileging
Yes 4% 24%
Mixed policy 11% 24%
No 85% 52%
If hospital required certification at initial privileging:
Allowed exceptions to policy at initial privileging 41% 99%
Required certification to be current 99% 99%
If hospital did not require certification at initial privileging:
Required to complete residency 85% 84%
Established time frame after which
certification must be achieved
48% 51%
TABLE 3. 2005 vs 2010 Hospitals: Board
Certification Requirements for Pediatric
Subspecialists at Initial Privileging
2005
(N5153)
2010
(N5 147)
Certification required at initial privileging
Yes 10% 34%
Mixed policy 5% 17%
No 85% 49%
If hospital required certification at initial privileging:
Allowed exceptions to policy at initial privileging 14% 98%
Required certification to be current 83% 100%
If hospital did not require certification at initial privileging:
Required to complete fellowship 86% 86%
Established time frame after which
certification must be achieved
47% 52%
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recertification requirements held prior to the institu-
tion of MOC, and 14% reported that their hospital
had not yet established specific MOC requirements.
The majority of respondents (62%) had verified the
board certification of some physicians since the insti-
tution of the ABP’s MOC program on January 1,
2010. A majority (53%) of hospitals track MOC data
for all pediatricians, whereas 3% of respondents track
MOC data only for those pediatricians whose initial
certification was time limited.
Of those hospitals that require pediatricians with
permanent certificates to enroll in MOC, 9% allow
them to retain their privileges for a period of time if
they are not meeting the requirements for MOC.
Among hospitals that require pediatricians with time-
limited certificates to enroll in MOC, fewer than half
allow general pediatricians (37%) and pediatric sub-
specialists (40%) to retain their privileges if they are
not meeting the requirements for MOC.
The majority of respondents (89%) reported that
the initiation of MOC had not changed board certifi-
cation requirements at their hospital. However,
respondents from over one-quarter of hospitals (27%)
reported that they expect changes in their hospital’s
certification or MOC requirements in the next 2 years.
Those hospitals that reported changes moved to more
stringent requirements for certification at initial privi-
leging and requirements for permanent certificate
holders to meet MOC requirements.
DISCUSSION
In the 5 years since our previous study, a larger propor-
tion of hospitals now require pediatricians to become
board certified to obtain hospital privileges. Of note is
that a larger proportion of hospitals also now require
board certification at the time of initial privileging for
both generalist and subspecialist pediatricians.
Hospitals face increasing pressure to differentiate
themselves from their peers through better patient out-
comes.9,10 The increase from 67% to 80% of hospitals
requiring board certification may be a result of hospi-
tals utilizing certification as a proxy for assessment of
physician quality or as a way to engage physicians in
quality improvement through the MOC program.11
Hospitals may also be responding to greater interest in
MOC from regulatory agencies such as the Centers for
Medicare and Medicaid Services Maintenance of Certi-
fication Program Incentive, which rewards physicians
with an additional incentive payment beyond the Physi-
cian Quality Reporting System incentive for their par-
ticipation in the MOC program.12
Interestingly, although a greater proportion of hos-
pitals reported that they require certification, a much
larger proportion of hospitals make exceptions to the
policy. The exceptions could include grandfathering
physicians who had hospital privileges prior to the
policy change, or giving recent graduates additional
time to obtain board certification. It is unknown
whether or not all of these physicians would be
required to obtain board certification or participate in
MOC after some provisional time frame.
Hospitals in our study appear to be incorporating
the MOC program into their policies. However, fewer
than half of the hospitals studied require pediatricians
with time-limited certificates to enroll in MOC if their
certificates have expired. In addition, some hospitals
are still establishing their MOC requirements for
those pediatricians with time-limited and permanent
certificates. It is likely that the majority of hospitals
retained their previous board certification require-
ments, and that the current flux in hospital require-
ments is not unique to pediatrics, as all American
Board of Medical Specialties’ specialties have recently
implemented MOC requirements.13 Hospitals will
likely adjust their credentialing policies as their famili-
arity and experience with MOC grows.
The primary purpose of the specialty certification
process is to provide to the public, which includes
both individual consumers and regulatory agencies, an
assessment of the competency of individual physicians.
Self-regulation through certification is a privilege of
trust granted to the medical profession by the public.
This is an essential concept that underlies the concept
of specialty certification.14 As the public has contin-
ued to adopt a greater focus, and additional demands,
on safety and quality assessment in healthcare, the
medical profession must in turn be responsive.13,15–17
Failure in this regard would run the risk of losing that
trust with the public, with the resultant loss of the
ability to self-regulate.
Studies have indicated a positive relationship
between board certification and quality of care, yet
this area remains hampered by a paucity of data.18–22
Pham et al. found that board certified physicians were
more likely to provide preventative care services to
Medicare patients.22 In 2008, Turchin et al. showed
that recertification made a small, yet meaningful, dif-
ference in physician treatment of hypertension.18 This
area of research is especially important, as the MOC
program is more comprehensive and utilizes an
ongoing system of assessment and physician engage-
ment. As such, it has been criticized by some for being
complicated, burdensome, and irrelevant to the man-
ner in which physicians actually practice.23,24 How-
ever, previous methods of certification were limited to
assessing physicians at 1 point in time during their
entire careers (eg, permanent certification) or at spe-
cific intervals (eg, time-limited certification). With
recent increased attention to improving the quality of
patient care, these methods were unable to assure the
public that physicians maintained their knowledge
and skills over time in an environment of increasing
rapid incorporation of new knowledge into clinical
practice. Recent reports have also shown that (years
of) “practice does not make perfect” with regard to
physician performance. In fact, there may be
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deterioration of performance over long periods of
practice.25 Furthermore, although physicians com-
monly believe they are able to assess their own per-
formance, available evidence does not support that
contention.26,27 Thus, there is a need for an objective
ongoing assessment of physician performance that
also has the capacity to continuously improve the
quality of care provided.
The comprehensive nature of the MOC program is a
result of efforts to meaningfully incorporate the 6 com-
petencies defined by the ACGME into the certification
process. Although MOC is still relatively new and
maturing, a growing body of evidence is demonstrating
effectiveness of specific components of the program.28–
31 In the field of pediatrics, several programs approved
for MOC credit have already demonstrated their effec-
tiveness in improving the quality of care in clinical prac-
tice.32–36 However, additional efforts are needed to
evaluate more of the part 4 (Assessment of Practice Per-
formance) modules to assess their impact on patient
care. The continued commitment to quality of care and
quality improvement in hospitals will likely result in a
further adoption of MOC requirements as the process
matures and demonstrable impacts on patient outcomes
are assessed. Furthermore, greater coordination of
MOC with quality assessments in health plans and in
the changes taking place in the process of licensure will
likely help to streamline the paperwork and documen-
tation burden placed on physicians by multiple assess-
ment efforts.
This study has several limitations. Because the
MOC program was initiated by the ABP in January
2010, there may be a lag in uptake of this particular
requirement by hospitals. In some cases, this may
have been the first time that members of the creden-
tialing staff had considered the MOC program. It is
probable that staff awareness will increase over time,
as hospital policies are further developed and greater
exposure to the specifics of the MOC program occurs.
Additionally, although we compared stratified random
samples of hospitals in 2005 and 2010, we did not
follow the same group of hospitals over time.
As with all changes to the certification program
over the years, there is a period of time required for
new requirements to be understood and accepted by
both those in regulatory positions and those in the
medical profession. The demands of the public for
increasingly comprehensive assessments of healthcare
quality will continue into the future.
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